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|. Executive Summary

Introduction

The Virginia Department of Health (VDH) Division of Disease Prevention (OW&sents this
newHIV Integrated Prevention and Care P(&tan),in response to thiategrated planning
guidance issued by the Centers for Disease Control and Prevention (CDC) and the Health
Resources and ServicAdministration (HRSA) in June 2021. This document serves as the joint
jurisdictionalplanfor Virginia, which is a Ryan WhHIV/AIDS Program(RWHAP) Part B
recipient, and for the Norfolk, VirginBWHAP Part A Transitional Grant Area (TGAJhe

District of ColumbiaRWHAP Part A Eligible Metropolitan Area (EMA) is submitting a separate
plan for that jurisdiction, which incles$ 17 counties in Ntivern and Northwestern Virginia,
overlapping service areas \girginia.

TheHIV National Strategic Plan: 20220250utlines the national vision and action plan for

curtailing theHuman Immunodeficiency Viru@l1V) epidemic, improving health outcomes of

all people with HIV(PWH), including Acquired Immunodeficiency Syndro(#¢DS) in the

Uni ted States, and achieving a more coordinat
embuces this vision:

The United States will be a place where new HIV infections are prevented, every
person knows their status, and every person with HIV hasdughty care and
treatment and lives free from stigma and discriminatidhis vision includeall

people, regardless of age, sex, gender identity, sexual orientation, race, ethnicity,
religion, disability, geographic locatiomr socioeconomic circumstancéHIV
National Strategic Plapanuary 202}

The Ending the HIV Epidemic in the U.@EHE) is a bold plan announced in 2019 that aims to
end the HIV epidemic in the United States by 2030. Agencies across the U.S. Department of
Health and Human Services (HHS) developed an operational plan to pursue that goal
accompanied by a requdst additiondannual funding.

Vi r g iplanaricblates this vision locally and presents a roadmamfegratedHIV services

over the next five years, identifying specific goals, objectives, and activitieduoeHIV

transmissionn Virginia and improve health outcomes of all Virginians with Hévid ultimately

end Virginiads Wilrvgiemii aideaehCatd, WhiclCincludes fouuHIV

outcome measures (linkage to care, evidence of care, retention in care, and viral supgeassion)
cornerstone for planning and provides a usefu
success in achievingpth theHIV NationalStrategic PlamndEHE goals

This plan is organized into siestions
1. Executive Summary of thePlan and Statewide Coordinated Statement of Need (SCSN)
This section provides a descriptiohtheplan, including the SCSN.



2. Community Engagement and Planning Processthis section describes how Virginia
approached thglanningprocessanddescribes the collaboration of key stakeholdeckiding
PWH in the planning process

3. Contributing D ata Setsand AssessmentsThis section provides an overview\fi r gi ni a0 s
HIV epidemicstatewide, for eacbf thefive health planning (i.eCentral, Eastern, Northern,
Northwestern, and Southwesteamd the Norfolk TGA The section alsdescribesocial

determinant®f health(SDOH)and their impact on\WH; financial resourcef services

delivered within Virginia and the needs, barriers, and gaps of persons witthase who

experienceisk for HIV infection Thedescriptions of the currenbd planned use of data to

improve services ar@so in the SCSN (section.1)

4. Situational Analysis. This section provides an overview of strengths, challenges, and
identified needs for HIV prevention and care servicEsis summarizes information provided in
sections2and3T'hi s section al so i dernottizefiforeesvicegi r gi ni a o

5. Goals and Objectivedor 20222026 This sectiordescribeVi r gi ni ebfediveggoal s,
strategiesand coreactivitiesto reduceHIV transmission in Virginia and improve the health and
well-beingofal | Vi r gi ni ans goaldahdbjddtinéscloselyrahgewitiPthea n 6 s
vision and goals articulated in thiational HIV/AIDS StrategyNHAS) and EHE

6. Integrated Planning Implementation, Monitoring, and Jurisdictional Follow-Up: This
section outlines a specific method for monitoring progrésseasurable objectives. As well as
how Virginia will use this informatioto improveV i r g iHiVisexvices.

Changes since the last integrated plan inclndeeasedocus onPre Exposure Prophylaxis
(PreB, comprehensive harm reducti@@HR), and status netdl service navigation for HIV
preventionand care Additional piorities for HIV Care Servicesicludeexpansion of Rapid
Start programs, services for agiRyvH, andgreater collaboration with partner agencies to
strengthen housing, mental hbaand substance use disorder treatment.

Finally, Virginia will work to recover from the impact of tizOVID-19 pandemigincluding
returningHIV, STI, and viral hepatititesing to prepandemic levels and regainisgccesses
previously achievedh timely linkage to care, retention in care and viral suppression.

Virgi ni adés Pl an i sDDRwilllraview andgpddi¢ghePlanaanuallyin
collaboration with our partners



Il . Jurisdictional Planning Process

In the formulation of thiplan the DDP collaborated with a variety of stakeholdersluding

theVirginia Community HIV Planning Group (CHPGRyan WhitePars A/B/C/D providers in

Virginia, including the Norfolk TGA and Washington D.C. EMé&gmmunitybased

organizationsmedical providerandotheragencieservingPWH andpersonsvho experience

risk for HIV infection. Each work unit (HIV Care Services, HIV aktepatitisPreventionSTD

Prevention an&urveillanceand HIV and HepatitisSurveillance) actively participated in work

groups and planning meetings to emsuclusion of STlsyiral hepatitis and other relevan

activities into the processlhe following example¥ i r gi ni a6s s tiegachstéepo s ol i
of the planning process since the development of the last Comprehensive HIV Services Plan and
Statewide Coordinated Statement of Need.

Entities involved in the process

Virginia Community HIV Planning Group: The CHPG is th&/irginia HIV Prevention and

Care services planning groupDP seeks to implement an integrated planning process that
reflects guidelines e 202hRanning Guaddncetayd sppiiitsr and HR
recommendation of parity and inclusion of those most affected by HIV.

Virginia CHPG membership is reflective of Vir
orientation and gender identify. More thar®06f members are PWHI' he CHPGconsists of
representatives fromriority populations and from stakeholders that provide and/or support HIV
prevention, care, and tr eat nCelPGmesleershpiincledss f or
representatives from local health districts, HIV medical providers, HIV prevention prqviders
behavioral health agencies, housing agencies, intimate partner violence programs. Clinicians,
pharmacists, case managers, patient navigators, and HIV testing and outreach staff serve on the
CHPG. Membership includescial sciences disciplines, busisesd labor industries,

community healthcenters (CHCs);orrection/detention center stafjth communities, academic
institutions, psychosocial support and treatment providers, other state agdingesices of

people with lived experience around stamce use disorder, incarceration, homelessness, mental
illness and poverty who serve on the CHPG add additional layers of richness to the
recommendations and decisions for this Plan. GHEG provided input on prioritizing
populationsidentifying needsind constructinghe strategies and activities for meeting dgoels

in the Plan.

VDH Contracted HIV Preventionand CareOrganizations:DDP solicited input and requested
feedback from itsfrom HIV prevention and cartRWHAP B) contracted agencies thighout

the planning process at meetiraishe Quarterly Prevention and Care Services Contractor
meetings, the Quality Management Advisory Committee meetings, and the Virginia RWHAP
Cross Parts Quality Management Summit.

RWHAP A Organizations There are twdRWHAP A jurisdictions in Virginia: (1) Norfolk
TGA and (2) Washington, D. C. EMA. The Norfo
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region and includes one county in North Carolina. The Washington, D.C. EMA serves the
portion of Virginiathat comprises the Northern health region in addition to several counties in

the Northwest region. These two jurisdictidra/e the greatesumber of PWH in the state.

DDP has voting members froRrevention and Catat siton these Part A Planning Quacils to
provide updates on the planning process and
The Washington, D.C. EMA is developing their own plan.

The Norfolk TGA requested to be included in the 2@P26 Integrated Plan. They provided
information and data tcedcribe service needs, barriers, and gaps in their reglogy also
provided input on the proposed priorities and goals of the Integrated Plan.

Collaboration with RWHAPC, D, and FParts Stakeholders received information gardvided
feedback in several statewide meetings throughout 2082022 including two annual
programmatic summits, one mentioned above, as well as a Case Management Saomit
meeting provided an update, as well as opportunities to gather feedbdeckudiences varied
throughout the year and different DDP units facilitated the meetings.

Public Hearings:DDP conductgwo pubic hearing annuallyto ask for input to improveare

and prevention strategies and activiti€ublic hearings have helpdte RWHAP B program
unify eligibility for all RWHAP Part B services in Virginia, inform DDP on how to implement a
new data system for both HIV Prevention and Care servicesaddta;ovided input into this
planand dher issues that PWH facVDH incorporated feedbadjathered from public hearings
into the neeslassessment section of tipian

In 202, DDP conducted a virtual public hearing to provide information/updates and get
feedback on thplan As a part of the public hearing, VDH lead dissions to gather input on
theplanbased on the four EHE pillars: Diagnose, Treat, Prevent and Resporel| as service
needs/improvements and barriers to accessing HIV Prevention and treatment services. VDH
used feedback providdobm the public hearing to inform th@anning process, including the
development of the goals and objectives.

DDP also preseat onthe procesatthe VDH Agency Leadership Forum that includes local
health district stafind central office administrators. Disease Intervention Specialists were
engaged via webinar to | earn about the NHAS

Engagement of PWH

As described above, more than 40% of CHPG members are PWH. Feedback and engagement
were encouraged through both large and small group discussions, written feedback, and surveys.

VDH also engaged with théirginia Consumer Advisory Committee (VACAC), a\RHAP B
Quality Management Advisory Committee Subcommitte@ich isa consumeled committee
that provides feedback on the quality of care from the contr&é@d AP B subrecipients.
VDH usal the quarterly statewide consumer meetinggaimeregular inptifrom VACAC into



the developmentf theplan The VACAC also plays a critical role in engagiadditional
consumersod6 feedback and participation.

Priorities

Several priorities emerged from the planning and community engagement phodesking
those isted below TheplanGoals and Objectives sectiturther elaborates on the list below.

A Expanding access to PrERn-Occupational PosExposure ProphylaxisiPER and
CHR serviceghroughout the state

Reducing stigma and addressing hedifiparities
Addressing reds of rural areand those with greatestmetneed (HIV)
Addressing needs for persons aged 50 and older across HIV service delivery system

Focusing care and treatment needs for pregnant persons with HIV

o o To Do P>

Addressing and incorporatir®POHinto service planning and delivery across the HIV
service delivery system

T

Collaborating with partners for service accEssoth persons whexperienceisk for
HIV infectionand those with HIV

I1l. Contributing Data Set s and Assessments

A. Epidemiologic Overview: People Diagnosed anthose thatexperiencerisk for HIV
infection

Geographic Overview

Virginia is a mediurrsize South Atlantic state, consisting of 95 counties and 38 independent
cities. Virginia shares a border withme District of Columbia (DCXentucky,Maryland,North
Carolina,TennesseeandWest Virginia. VDH organizes the stateto five health regions:

Central, Eastern, Northern, Northwest, and Seatt, which are comprised 86 health districts
(Figure 1). In addition, two large metropolitan regions receive dedicated federal HIV funding for
services: Northern Virginia, whicls part of the DEMA, and the Norfolk, Virginia TGA,

which is part of the Eastern region.



Figure 1: Virginia Health Regions, Health Districts, and Localities (Counties and
Independent Cities

Virginia Health Planning Regions (HPRs) with Health Districts

HPR1 HPR 2 HPR 3 HPR 4 HPR 5
NORTHWESTERN VIRGINIA NORTHERN VIRGINIA SOUTHWEST VIRGINIA CENTRAL VIRGINIA EASTERN VIRGINIA
Central Shenandoah (A1) Alexandria (B1) Alleghany (C1) Chesterfield (D1) Chesapeake (E1)
Lord Fairfax (A2) Arlington (B2) Central Virginia (C2) Chickahominy (D2) Eastern Shore (E2)
Rappahannock (A3) Fairfax (B3) Cumberland Plateau (C3) Crater (D3) Hampton (E3)
Rappahannock Rapidan (A4) Loudoun (B4) Lenowisco (C4) Henrico (D4) Norfolk (E4)
Thomas Jefferson (A5) Prince William (B5) Mount Rogers (C5) Piedmont (D5) Peninsula (E5)
New River (C6) Richmond (D6) Portsmouth (E6)
Pittsylvania-Danville (C7) Southside (D&) Three Rivers (E7)
Roanoke (C8) Virginia Beach (E8)
West Piedmant (C9) Waestern Tidewater (E9)

Northern Virginia

Northwestern Virginia

B2

Eastern Virginia

¥

Southwest Virginia

Central Virginia

Populationestimates in this report are as of 2Qa8lizing 2019 data as that aligns with
Virginiabés most compl et ed,tyeenastrecentand ddrhpletee pi d e m
year of the United States (U.S.) Census Bureau population estimates. Accottmy®

Census Bureau, Virginiabés 2019 popul ation was
popul ation (328,239,523). Over the |l ast deca
residents, for a growth rate of 6.7%, slightly higher ttiennational growth rate of 6.3%. Table

1 presents Virginiaods RWHinadudinglADS, and2020 newmy d at a,
diagnosed®WH by health planning region.

Table 1: Virginia Population Estimates (2019) andPersons with HIV in Virginia (2020)

2019 General 2020PWH?2 2020 New
Populationt Diagnoses

Number Percent | Number | Percent| Number | Percent

Total 8,535,519 100.0% 25,552| 100.0% 631| 100.0%




Known Residence 8,535,519 100.0%| 25,252 98.8% 631| 100.0%
Central 1,460,750 17.1% 6,000, 23.5% 150| 23.8%
Eastern 1,858,179 21.8% 7,812 30.6% 229| 36.3%
Northern 2,524,874,  29.6% 6,946 27.2% 140 22.2%
Northwest 1,354,019 15.9% 2,310, 9.0% 53 8.4%
Southwest 1,337,697, 15.7% 2,184\ 8.6% 59 9.4%

Unknown 300 1.2% 0 0.0%

Residence

Norfolk TGA * 1,693,111 19.8% 7,404 32.5% 221| 38.6%

Sources:

12019 Virginia population by county,
2Virginia EnhanceIV/AIDS Reporting SystenfeHARS September 2021 frozen dataset

Although the 2019 Northern region population is the largest among the five health regions

(29.6%), it ranks second in terms of total numbdP\0fH (27.2%) and third in 2020 new

diagnoses (22.2%)The Eastern region, which includes the Norfolk TGA(whichincludes the

following jurisdictions:Norfolk, Chesapeake, Portsmouth, Suffolk, Virginia Beach, Hampton,

Newport News, Poquoson, Williamsburg, and the counties of Isle of Wight, James City,

Gloucester, Mathews, and York and Currituck County North Caiolirae both the largest

number of PWH (30.6%) and the largest number of 2020 new diagnoses (36.3%)he

Central region, which is home to Virginiads ¢
number oPWH (23.5%) and second in new 2020 diagnoses (23.8%).

The Norf ol k T Galdnseprgsents®X.180lof the tofalypdpulation in the Eastern
region. IntermsoPWH, t he Nor fol k TGA cont aiPWsand4. 8% of
96. 5% of the Eastern regiondés 2020 newly diag

Figure 2 depicts the geographic distribut@PWHa cr oss Vi rgini ads count.i
cities as a rate per 100,000 population. Examining HIV data using rates allows for direct
comparison of localities with smaller populations to those with larger populations. The darkest
shaded areas onghlmap represent counties and independent citiesimpatted by HIV. As

seen irfigure 2, darker areas are predominantly located in the Eastern region/Norfolk TGA,

Central region, and Northern region.
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Figure 2: Persons withHIVDi sease as of December 31, 2020 A
and Independent Cities as a Rate per 100,000
Rate per 100,000 population
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the health and " Data for 2020 is considered preliminary and is subject to change due to data reporting and delay.
Toprote.»cr € health and promote the Rates for case counts <12 are considered unstable and sheould be interpreted with caution.
well-being of all peaple in Virginia.

Sociodemographic Characteristics

Thedemographic characteristics of BWH reported as of December 30020 and 2020 newly
diagnosedPWHcomparedta he demographic characteristics o
populationare in Table 2 Demographics presented in this section include sex at birth, age (age

as of December 31, 202r PWH and age at diagnosis for 2020 new diagnoses), race/ethnicity,
andHIV transmission category. VDH reports sex at birth because current gender and

transgender status are incomplete in the HIV surveillance data. Additionally cullAborated

with the University of Virginia to conduct an-grepth assessment of transgerated gender
nortconforming (TGNC) persons with atidose whaexperienceisk for HIV infectionin

Virginia through a survey called This Great New Community (TGNC) Survey
(www.tgncsurvey.com The study gathers data to present a comprehensive picture of this
population with the goal of better understanding and serving the healthcare needs of TGNC
peoplein Virginia. Topics addressed include experiences of physical and sexual violence,
housingstatus, employment status, insuraaneollment,and access to healthcare, health status

with regard to conditions such as substance use, mental health, cancer, heart disease, and others,
and experience of discrimination in healthcare as well as othes sweh as employment and

housing. It also includesan assessment ok for HIV infection, hepatitis, and othe3TIs,

access to treatment and care for HIV, and questions about the quality of these services available
for trangienderandgender norconfoming persong Virginia.

PWH are mostly male at birth (74.8%), between the ages of 45 and 64 years (50.3%), and Black,
non-Hispanic (57.8%). Among the 80% BYWH with a reported HIV transmission risk, the
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most common risk factor is men who have &tk men (MSM) (62.0%) followed by
heterosexual contact (23.8%).

Characteristics of newly diagnosed persons follow a similar patternRo\ddlexcept forage
distribution. As with alPWH, mostnew diagnoses were male at birth (81.8%) and Black, non
Hispanic (66.1%). Of those with a reported transmission risk factor, the most common
transmission risk was MSM (78.7%). Newly diagnoB&dH are younger than afWH, with

the majority (54.6%) of new diagnoses between the ages of 20 and 34 years.

Transgendeindividuals remain a priority population for HIV prevention and care. DDP made
strides to improve reporting of transgender status in the HIV surveillance database by adopting a
CDC algorithm to identify persons whose current gender differs from theaisseyned at birth.

Tabl e

2.
Population with PWH and New Diagnosess of December 31, 2020

Compari son

of Demographic

Character.i

2019Vi r gi ni 2020 PWHin 2020 New Diagnose
General Population Virginia in Virginia
Number Percent Nuerrnb Percent | Number | Percent
Total 8,535,519 100.0%| 25,552| 100.0% 631| 100.0%
Sex at Birth
Male 4,200,257 49.2%| 19,107 74.8% 516 81.8%
Female 4,335,262 50.8%| 6,445 25.2% 115 18.2%
Age (years)
<10 1,020,363 12.0% 23 0.1% 0 0.0%
107 14 525,235 6.2% 24 0.1% 0 0.0%
157 19 541,828 6.3% 86 0.3% 33 5.2%
207 24 571,619 6.7% 597 2.3% 110 17.4%
251 29 601,926 7.1%| 1,733 6.8% 132 20.9%
3071 34 588,455 6.9%| 2,463 9.6% 103 16.3%
3571 39 581,713 6.8%| 2,254 8.8% 68 10.8%
4071 44 530,783 6.2%| 2,371 9.3% 51 8.1%
4571 49 547,506 6.4%| 2,573 10.1% 36 5.7%
5071 54 552,768 6.5%| 3,458 13.5% 33 5.2%
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551 59 584,373 6.8%| 3,886 15.2% 31 4.9%

607 64 530044  62%| 2.947| 11.5% 25 4.0%
65+ 135890068  15.9%| 3.132| 12.3% 9 1.4%
Race/Ethnicity*
Black, nonHispanic| 1,625,942  19.0%| 14,766] 57.8% 417  66.1%
White, nonHispanic| 5,212,705 61.1%| 7,044 27.6% 127 20.1%
;'i'zg:‘)”"’/ Latino (all 828.154|  9.7%| 2.463 9.6% 67| 10.6%
ﬁ;ﬁgi T'S"’l‘;vnﬂfr”/ 564,377  6.6%| 413 1.6% 10 1.6%
ﬁgié",ll‘gﬁ% 17.497|  0.2% 27 0.1% 0 0.0%
Bﬂrl::(t;\c:\?vcne/ 286.844|  3.4%| 839 3.3% 10 1.6%

Transmission
Category

Male-to-male sexual

[0) 0
contact (MSM) 12,679 49.6% 377 59.7%
Injection drug use 0 0
(IDU) 1,688 6.6% 15 2.4%
MSM & IDU 841 3.3% 8 1.3%
Heterosexual 4,859  19.0% 79| 12.5%
contact
Pediatric 314 1.2% 0 0.0%
Blood recipient 61 0.2% 0 0.0%
No riskfactor
reported or 5,110 20.0% 152 24.1%

identified

Sourcesthttps://www.statista.com/statistics/588114/virgipiapulationethnicity-race/

Virginia has an aging population BWWH. A greater number of people are now living longer
with HIV due to advances in medical treatment and care. Figure 3, which depicts the age
distribution of allPWH and newly diagnosedWH, shows that mo$®WH are over 45 years,
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with the largest age grougetween 55 and 64 years. In contrast, more than half of persons newly
diagnosed with HIV are under 35 years.

Figure 3: Percentage by Age Group of AlPersons with HIV and those Newly Diagnoseds
of December 31, 2020

65+ years
55 - 64 years
45 - 54 years

m All PLWH
35 - 44 years (n=25,552)
Newly Diagnosed

25 - 34 years (n=631)
15 - 24 years

<15 years

50% 40% 30% 20% 10% 0% 10% 20% 30% 40% 50%

The Norfolk Transitional RWHAP A Grant Area (TGA)
Table 3 presents 2020 data from the Norfolk TGA demographics of the overall popuratibin,

in the TGA, and persons newly diagnosed with
general population, NorfolkGA residents are slightly younger; with 48.0% of residents under
age 35 compared to the gener al popul ationds 4

Norfolk TGA residents are also more likely to be fidispanic Black (32.0% compared to
19.0%).

Demographics opeoplewith and newly diagnosed with HIV in the Norfolk TGA are similar to
those of the Virginia general population. Most are male at birth (73.7% W4l and 83.7%

of newly diagnose®WH), nonHispanic Black (67.6% of aPWH and 71.0%of newly
diagnosed®WH) andhave an MSM transmission risk (48.5% ofRWH and 60.2% of newly
diagnosedPWH).

Some key differences exist betwd@WH in the Norfolk TGA and®WH in the Virginia general
population. In 2020, compared to newly diagnosed persons statewide, persons newly diagnosed
in the Norfolk TGA were younger (66.6% were under age 35 compared to 59.8% in Virginia),
more likely to be noiHispanic Black (71.0% vs.661%), and more likely to have #dU

transmission category (5.0% vs. 2.4%). Conversely, those newly diagnosed in the Norfolk TGA
in 2020 were less likely to be Hispanic/Latino (5.4% vs. 10.6%) and to have a heterosexual
contact transmission category (&¥s. 12.5%) compared to newly diagnosed persons statewide.

Compared to alPWH in Virginia, PWHin the Norfolk TGA are younger (23.6% under age 35

vs. 19.2% under age 35), more likely to be-ibspanic Black (67.6% vs. 57.8%), and more

likely to have o transmission risk factor reported or identified (22.9% vs. 20.0%). Compared to
all PWHn Virginia, PWH in the Norfolk TGA are less likely to be nd#fispanic White (22.1%

vS. 27.6%) or Hispanic/Latino (5.3% vs. 9.6%) and to have heterosexual corgact as
transmission risk factor (17.7% vs. 19.0%).
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Table 3: Comparison of Demographic Character:i
Population with PWH in the Norfolk TGA as of December 31, 2020 and New Diagnoses in
2020 in the Norfolk TGA

2019 Norfolk TGA 2020PWH in 2020 New Diagnose
General Population Norfolk TGA in Norfolk TGA
Number Percent | Number | Percent| Number | Percent
Total 1,693,111 | 100.0% | 7,404 | 100.0% 221 100.0%
Sex at Birth
Male 832,287 49.2% 5,460 73.7% 185 83.7%
Female 860,824 50.8% 1,944 | 26.3% 36 16.3%
Age (years)
<10 209,007 12.3% 7 0.1% 0 0.0%
107 14 101,420 6.0% 3 0.0% 0 0.0%
157 19 106,627 6.3% 27 0.4% 16 7.2%
201 24 132,212 7.8% 223 3.0% 45 20.4%
251 29 136,935 8.1% 624 8.4% 47 21.3%
3071 34 127,043 7.5% 866 11.7% 39 17.7%
3571 39 117,124 6.9% 744 10.0% 27 12.2%
4071 44 96,909 5.7% 661 8.9% 15 6.8%
4571 49 95,035 5.6% 665 9.0% 7 3.2%
5071 54 99,085 5.9% 905 12.2% 9 4.1%
5571 59 113,660 6.7% 1,094 14.8% 7 3.2%
6071 64 103,236 6.1% 805 10.9% 7 3.2%
65+ 254,818 15.1% 779 10.5% 2 0.9%
Race/Ethnicity
Black, nonHispanic| 541,487 32.0% 5,005 | 67.6% 157 71.0%
White, nonHispanic| 940,625 55.6% 1,633 22.1% 42 19.0%
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. . . 3 5
Hispanic/Latino (all 122,773 7 30 396 5.3% 12 5.4%
races)

. — 5 5
Asar_n/Hawauan/ 81,210 4.8% 68 0.9% 4 1.8%
Pacific Islander

1 0, 0,
Amer. Indla}n/ 7016 0.4% 8 0.1% 0 0.0%
Alaska Native
Multi -race/ 294 4.0% 6 2.7%

Unknown

Transmission
Category

Male-to-male sexual
contact (MSM)

3,590 | 48.5% 133 60.2%

Injection druguse 491 6.6% 11 5.0%
(IDV)

MSM & IDU 227 3.1% 2 0.9%
Heterosexual 1,314 17.7% 20 9.1%
contact

Pediatric 75 1.0% 0 0.0%
Blood recipient 14 0.2% 0 0.0%
No risk factor 1,693 22.9% 55 24.9%

reported or
identified

Socioeconomic Data

Table 4 presentetectedsocioeconomic data for Virginia and the five health regions. Income,
education, employment, and insurance status have direct health implicatipasgtawith and
at risk for HIV. These factors determine access to healthoawsing, and essential services.

In 2021, approximately 10.6% of Virginians lived at or below 100% of the federal poverty level
(FPL). This varied by region from 6.2% in the Northern region to 16.6% of in the Southwest
region. Per capita income varigihilarly by region, with income ranging from $25,777 per
capita in the Southwest region to $53,021 per capita in the Northern region.

As with income, educational attainment was highest in the Northern region, where 59% of the
population 25 years and @dhad & a ¢ h edegoee d@r kigher, and was lowest in the
Southwest region where 23% of those 25 years and olderthad @ h edegoee d@r kigher.
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Unemployment followed a slightly different pattern: the Northern and Northwest regions had the
lowest unenployment rates (2.3% each), while unemployment was highest in the Eastern region

(3.2%).

In January 2019, Virginia Medicaid expansion increased insurance acciegbvioluals aged
19-64 andwith income at or below 138% of the FPL. Following Medicaxgansion, uninsured

rates decl i

ned

statewi de.

The

2019

u. S.

Cens

estimates that 7.9% of Virginians were uninsured, with higher rates of uninsured in the Central
(8.3%) and Northern (8.1%) regions and lower ratesarEtstern (7.4%), Northwest (7.2%),
and Southwest (6.8%) regions.

Statewide, 12.7% of Virginians are foreigorn with 46.8%of themnot having U.S. citizenship.
The percentage of foreigoorn residents varies widely by region, from a low of 5.3% in the
Southwest region (and 52.1% of these not having U.S. citizenship) to a high of8d&ign
born residenta the Northern regiofwith 44.4% not having U.S. citizenship).

Table 4: Socioeconomic Characteristics of
Population
Virginia | Central | Eastern | Northern | Northwest | Southwest
o)
Below 100% Federal | 14 6oq | 12106 | 11.6% | 6.2% 9.9% 16.6%
Poverty Level
Per capita incomte $39,278 | $28,601| $32,409| $53,021 | $33,090 $25,777
Educational attainmen
(popul atio
O8th grade 4% 4% 3% 4% 4% 5%
9.th to 12th grade (no 6% 7% 6% 4% 2% 9%
diploma)
High school of 2% | 2% | 26% | 14% 20% 32%
equivalency
Some college 19% 20% 24% 14% 20% 21%
Associates Degree 8% 7% 10% 6% 7% 10%
Bachel or 6s 22% 21% 19% 31% 19% 14%
Masteros DI 70 | 1306 | 120 28% 14% 9%
higher
Unemployment rafe 3.4% 3.1% 3.2% 2.3% 2.3% 2.8%
Uninsured 7.9% 8.3% 7.4% 8.1% 7.2% 6.8%
Foreign born 12.7% 9.6% 7.5% 28.0% 8.3% 5.3%
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Not a U.S. Citizeh 40.8%

46.8% ‘ 56.4%

44.4% ‘ 55.4% ‘ 52.1% ‘

Source: U.S. Census Bureau, American Community Surwasal

Per capita income is an average of the average inconeadbrlocality by region. The average of averages is not a
reliable calculation.

°Statewide rate is seasonally adjusted as atDer 2021. Regional rates mimt adjustseasonallyand are as of
November 2021. All unemployment data are from the U.S.&uoé Labor Statistics, Local Area Unemployment
Statistics.

SUninsurance data are based on 2019 American Community Survey estimates

4Percent not a U.S. citizen are reported as a percent of the féa@igmopulation
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Behavioral and Clinical Characteristics

The Medical Monitoring Project (MMP) is a CBi@nded survey of adults with diagnosed HIV that assesses behavioral and clinical
characteristics at a specific point in time. Data collected as part of Virginia MMRP2B@©&2019 were used to report estimates of

select characteristics of adulitsth HIV. Tables 5 and 6 present these data as unweighted frequencies and weighted percentages with
95% confidence intervals. Data with a coefficient of variance of 30% oregr&t not included in this report as inferences about

these data cannot be made. The MMP data areegprifted and therefore subject to response bias.

Table 5 presents behavioral characteristicadofitswith HIV. An estimated 59.8% of persongth HIV reported sexual intercourse

in the previous 12 months. The Northern region reported the highest percentage of sexual activity (64.1%) and ther&giotihwest
reported the lowest (48.9%). Among participants who reported having sex in the previousii® amoestimated 53.9% engaged in
sex without a condonm the previous 12 months, with the highest percentage in the Southwest region (63.1%) and the lowest
percentage in the Northwest region (47.4%). Please note that this measurement cmesdethe viral load of the person. The
most reportedexual partner type was MSM, with 45.0% of persons in the Northern region indicating this type of partnership. An
estimated 52.8% of persons reported alcohol use in the previous 30 days. Aseotwalsthighest in the Northern region (57.8%) and
lowest in the Southwest region (33.6%). Across the state, an estimated 15.6% of persons reported binge drinkingangt&previ
days. Nornjection drug use in the previous 12 months was most comntbe i@entral region (36.5%) and least common in the
Northwest region (15.5%). Across the state, an estimated 8.1% of persons riépdriedheir lifetime.

Table 5: Behavioral Characteristics, Medical Monitoring Project 20152019

Virginia Central Eastan Northern Northwest Southwest

95% 95% 95% 95% 95% 95%
N2 | %P | CI® [ N2 | %P [ CI® | N2 | %P | CI® [N&| %" [ CI® |N2| %" | CI® [ N2| %P | CI¢

Sexual intercourse,
past 12 months

Yes

426

59.8

55.6
64.0

144

58.7

51.7
65.7

61.8

53.9

69.7

88

55.1
64.1| 73.1

32

57.2

43.2
71.2

30

34.3
48.9] 63.5
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36.0 34.3 30.3 26.9 28.8 36.5
No 285140.2| 44.4 | 100|41.3| 48.3| 77 | 38.2| 46.1 |52|35.9| 449 (25|42.8| 56.8 | 31|51.1| 65.7
Engaged in
condomless sex,
past 12 month$§

48.5 49.4 40.6 40.0 28.2 43.0
Yes 225153.9| 59.4 | 82 |58.1| 66.7 | 65 |50.5| 60.4 |43|52.1| 64.3 [16|47.4| 66.6 | 19|63.1| 83.2

40.6 33.3 39.6 35.F 33.4 16.8
No 190|46.1| 51.5 | 59 [41.9| 50.6 | 63|49.5( 59.4 | 41| 47.9| 60.0 |16|52.6|] 71.8 | 11(36.9| 57.0
Classification of
sexual partner
typef

35.9 34.3 30.0 26.9 28.8 36.5
No sex at all 284140.1| 44.3 | 100|41.3| 48.3| 76 | 37.9| 458 |52|35.9| 449 [25|42.8| 56.8 | 31|51.1| 65.7
Men who have sex 28.7 23.F 22.6 35.4 9.7 17.5
with men (MSM) 2151 32.7| 36.7 | 70 | 30.1| 36.5( 61 |29.8| 37.1 |55|45.0| 54,5 (12|21.0| 32.3 | 17|31.4| 45.3
Men who have sex 6.8 6.9 6.5
with women (MSW)| 65 | 9.1 | 11.4 | 26 |11.1| 15.3| 24 |11.0| 156 (19| 79 | 19 |79{ 1¢ Td |19 19| 1¢
Women who have
sex with men 10.5 7.1- 9.9 7.2
(WSM) 109|13.3| 16.1 | 34 [10.9| 14.7| 34 | 16.2| 22.4 | 22| 13.0| 188 | 19| 1¢ 7d 7d | 7d 7d
Desciption of sex
behavior
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36.1- 345 30.2 27.2 28.8 36.5
No sex at all 284|40.3| 445 | 100|41.5| 485| 76 | 38.1| 46.1 | 52| 36.2| 45.3 | 25|42.8| 56.8 | 31|51.1| 65.7
23.1- 18.4 21.9 21.1- 16.2
Sex with a condom | 190 26.8| 30.5 | 59 |24.2| 30.1| 63 |29.1| 36.2 |41|29.7| 38.4 |16]30.1| 44.1 | 19| 1d 7d
Condomless sex
with only HIV- 7.2 5.5 7.0
positive partners 68| 96| 12.0| 22 | 98| 14.1| 24 [11.9| 169 | 79| 79 | 79 |79 7d Td |79 79| 1¢
Condomless sex
with HIV-negative 2.1-
partner on PrEP 23 (39| 57 | 19 [ 19 [ 79 | qdf 79 [ 79 J7df 794 [ 79 |79 7d Td |19 79| 1¢
Condomless sex
with partner of
unknown HIV and 4.3 4.2 2.5
PrEP status 50 60| 7.7 | 20 | 76| 11.0| 14| 54| 82 [19] 71 7d |79 1d 7d 79| 79| 7d
Condomless sex
with HIV-negative
partner not on PrEP
or of unknown PrEP 9.2- 8.8 4.8 7.7-
status 84 |11.9| 146 | 33 [13.3| 17.9| 22| 88| 12.7 17| 15.2| 228 |19 14 7d 79| 79| 7d
Alcohol use, past
30 days
48.6- 50.0 | 11 46.5 48.6- 24.3 20.6
Yes 367(52.8| 57.0| 131|56.8| 63.7| 3 |54.6| 62.6 | 75|57.8| 67.0 | 24|37.7| 51.1 | 24| 33.6| 46.7
43.0 36.3 37.4 33.0 48.9 53.3
No 348|47.2| 51.4 | 113|43.2| 50.0| 96 |45.4| 535 (67| 42.2| 51.4 |34|62.3| 75.7 | 38|66.4| 79.4
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Binge drinking,
past 30 days

12.9 14.8 11.3 6.4
Yes 124| 15.6| 18.4 | 48 | 20.3| 25.8| 40 | 16.5| 21.7 | 19| 11.9| 174 | 19| 14 7d | 7df 7d 7d
81.6 74.2-| 16 78.3 | 12 82.6 83.6 82.1
No 500(84.4| 87.1|196|79.7| 85.2| 9 |83.5| 88.7| 2 [88.1| 93.6 [51|90.6| 97.6 | 52(89.1| 96.0
Non-injection drug
use, past 12 months
22.5 29.8 19.5 11.4 6.5 7.4
Yes 192|26.0| 29.6 | 83 |36.5| 43.3| 60 |25.9| 32.4 |25|18.6| 25.8 | 11|15.5| 24.4 | 13|17.3| 27.2
70.4 56.7- | 15 67.6 | 11 74.2- 75.6 72.8
No 524(74.0| 775 | 161|63.5| 70.2| 0 |74.1| 80.5| 7 | 81.4| 88.6 |47|84.5| 935 | 49(82.7| 92.6
History of Injection
drug use
5.8 3.8 3.5
Yes 50| 81| 104 | 18 | 7.7 | 11.7| 18| 6.7 | 99 |19]| 1d 7d |79 7d 7d |19 1d 7d
89.6 88.3 | 19 90.1- | 13 86.1- 80.1- 78.7-
No 657|91.1| 94.2 | 226[92.3] 96.2| 2 |93.3| 96.5| 2 |91.8| 97.5 |51|88.7| 97.4 | 56 |88.8| 99.0

2Unweighted counts? Weighted percentagesCls incorporate weighted percentages

dCoefficient of variion (CV) is greater than 0.30; thus data are not reportable,

¢ Among participants who reported having sex in the past 12 mdr@hessification of sexual partner type included other response options (i.e., MSMW, WSMW,
MSMTG, MTG only, etc.); however, these responses were not reportable in any region and weesldsahdhe table
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Table 6 presents clinical characteristics of aduite HIV. The majority of person®4.9%)were diagnosed 10 or more years ago.
Statewide, an estimatedtention 0182.0% of persons in care in the previous 12 months. pid@ortion of persons retained in care in
the previous 12 months was highest in the Northwest region (85.6%) and lowest in the Eastern region (74.0%). Gredi&s tfan 94
persons reported currently taking antiretroviral therapy (ART) in each regidmamw#stimated 96.5% of persons currently taking
ART throughout the state. An estimated 81.6% of persons reported sustained undetectable viral loads in the previogs TAenonth
Northern region reported the highest percentage of persons with sustagtetectable viral loads (90.6%) and the Eastern region
reported the lowest (72.1%). CD4 cell count is used as a marker for immune system function, with lower counts indicating a
weakened immune systémAn estimated 8.0% of persons reported a CD4 doelotv 200 in the previous 12 months across the
state, while the majority of persons in each region reported all CD4 counts of 500 or more. An estimated 17.6% ofguetsdns re
an overnight hospitalization in the previous 12 months, with hospitalizatighest in the Eastern region (20.0%). An estimated
42.6% of persons reported an emergency department (ED) visit in the previous 12 months. ED visits were highest in the Easter
region (48.6%) and lowest in the Northwest region (24.5%).

Table 6: Clinical Characteristics, Medical Monitoring Project, 20152019

Virginia Central Eastern Northern Northwest Southwest

95% 95% 95% 95% 95% 95%
N2 | %P | CI° N2 | %P° | CI® | N2 | %P | CI® | N2 | %" | CI® |N2| %P | CI¢ [ N2| %P | CI°

Time since HIV

diagnosis
12.6 10.6 12.1- 9.8

Less than 5 year{ 122 | 15.4| 18.2 | 36 [ 15.5( 20.4| 43| 17.6| 23.2 | 27 |16.0| 22.2 |19| 7¢ Td 79| 7d 7d
16.6 19.1- 12.1- 11.1-

5-9 years 154 | 19.7| 22.8 | 64 |24.9(30.6|41|17.8| 235 | 29 |17.7| 243 |19| 1¢ 7d 7d | 1d 7d
61.0 52.9 | 12 57.3 57.9 55.5 65.6

10 or more yeary 445 | 64.9| 68.7 [ 145|59.6| 66.3| 7 | 64.6| 71.9| 89 |66.3| 74.6 (40|69.1| 82.6 | 44 |76.5| 87.3
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Retained in
care, past 12
months®
74.5 75.7-| 16 66.7- 69.1- 76.4 62.7-
Yes 595 (78.2| 82.0 | 212(81.8|88.0( 4 | 74.0| 81.3 |122(77.7| 86.3 |49(85.6| 94.8 | 48 |75.3| 87.9
18.0 12.0 18.7 13.7 12.1-
No 127 | 21.8| 255 | 34 [18.2( 24.3| 47| 26.0| 33.3 | 23 [22.3| 30.9 |1¢| 1¢ | 719 [14]|247| 373
Time since most
recent HIV care
appointment®
48.9 53.7 47 .6 23.1- 40.8 29.7-
0-3 months 170 | 55.2| 615 | 74 |63.2| 726 46|59.7| 71.8 | 22 |37.9| 52.8 |12|62.0| 83.3 | 16 | 48.6] 67.5
23.9 15.9 19.3 17.2 20.2
4-6 months 91 [(29.6|35.2 29 (23.8(31.8|26|30.2| 41.2| 17 [31.4| 45.7 | 19| 14 7d 11 [ 39.3| 58.5
10.4 5.7- 15.9
7 or more monthy 39 |15.3| 20.2 | 12 |13.0/ 202 19| 1d 7d 13 | 30.6| 454 | 19| 71d 7d 7d | 1d 7d
Currently
taking ART
94.8 95.7-1 19 90.7- 90.8 95.0 100.( 100.6
Yes 690 | 96.5| 98.2 | 237197.8[99.8| 9 | 94.7| 98.8 | 136(95.1| 99.3 [5698.3| 1000 62| O 100.0
No 20 | 35 (1852 19 [ 79 [ 79 [7d | 1d 7d | 79| 1d 7d |7df 7d 7d 0 | 0.0]0.00.0
All viral load
test results
undetectable
(<200
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copies/mL), past

12 months
78.3 75.1- | 13 64.2 85.7- 81.2 81.1
Yes 520 | 81.6] 85.0 | 182|80.6| 86.0| 2 | 72.1| 80.0 | 113|90.6| 95.4 | 47|89.1| 97.0 | 46 [88.9] 96.6
15.0 14.0 20.0 4.6
No 125 | 18.4| 21.7 | 43 [19.4| 24.9|52|27.9| 358 | 15| 9.4 | 143 |19]| 14 7d 7d ] 1d 7d
Lowest CD4
count, past 12
months
5.9 5.1- 3.7-
0-199 56 | 80| 102 | 212 (89| 127|16| 7.3 | 110 19 | 1¢ 7d | 19] 7d 7d 7d | 1d 7d
28.6 27.0 19.7 33.4 18.4 10.5
200499 208 [ 32.7| 36.8 | 76 | 33.7| 40.4| 50| 27.2| 346 | 52 |43.2| 53.0 [16]33.3| 48.1 | 14 |22.1| 33.7
55.0 50.4 | 11 57.6 427 39.7- 51.7
500 or more 378 | 59.3| 63.5 | 130|57.4| 64.3| 6 | 65.5| 73.3| 68 |52.5| 62.4 |30|54.9| 70.1 | 34 [65.5| 79.4
Overnight
hospitalization,
past 12 months
14.5 4.3 13.4 8.2- 7.3
Yes 130 | 17.6] 20.8 | 49 |19.7| 25.0| 39| 20.0| 26.7 | 23 [14.6| 21.0 |19 14 7d 12 | 16.9| 26.4
79.2 75.0 | 17 73.3 79.0 84.1- 73.6
No 590 | 82.4| 85.5 | 196|80.3| 85.7| 2 | 80.0| 86.6 | 121|85.4| 91.8 |51(90.9| 97.6 | 50 |83.1| 92.7
Emergency
department
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visit, past 12

months
38.6- 40.4 | 10 40.6 26.2 13.0 27.8
Yes 322 (42.6| 46.7 | 119(47.2| 540 4 | 48.6| 56.5 | 54 |34.8| 435 |16|245| 36.0 | 29 |41.6| 55.5
53.3 46.0- | 10 43.5 56.5 64.0 44 .5
No 396 [57.4| 614 | 125(52.8| 596 7 |51.4| 59.4| 89 [65.2| 73.8 |42|755| 87.0 | 33|58.4| 72.2

2Unweighted count$ Weighted percentagesCls incorporate weighted percentages

dCoefficient of variance (CV) is greater than 0.30; thus data are not reportable

€ Two elements of outpatient HIV care at least 90 days apart; of those who received outpatient care
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Five-Year Trends

Over the past owralnevde/ diagiases daclimed.aFosn 2010 to 2019, new
HIV diagnoses decreased by 18%, from 1,026 in 2010 to 841 in 2019. This decline suggests a
true decrease in new infections thétibuteto increased HIMtesting uptake ofPrEP, an

emphasis osustained viral suppressiand faster linkage to care rates. However, the COVID

19 pandemic brought a dramatic decline in new diagnoses in 2020, much greater than the trend
of the previous few years. The 2020 decline in new caseb@aypart, a reflection of

decreased testinghich declined by 80%» 2020 and 2021As a result, the reader should

interpret any 2020 data trends with caution.

Figure 4 shows the number of HIV tests performed by VDH over the past five years by region,
which highlights the impact of COVH29. From 201&019, VDH performed over 65,000 tests
statewide. This number dropped considerably in 2020 to a total of slightly over 23,000 tests.
While VDH testingnumbersdeclined dramatically in 2020, requests fonte test kits nearly
doubled from 657 in 2019 to 1,333 in 2020.

Figure 4: Trend in HIV Tests by Health Region from 20162020
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Figure 5: Trend in New HIV Diagnoses from 2016020 by (A) Sex aBirth; (B)
Race/Ethnicity; (C) Age Group; (D) Transmission Risk; (E) Health Region
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Timely diagnoses are an important component of managing the HIV epidemic. Late diagnoses
refer to persons who adtassified as havingIDS at their initial diagnosis or within one year of
their HIV diagnosis. Late diagnosis data lag by one year betaastiagnoses require a full

year of followrup to confirmany change in disease staging

Table 7 below shows the percentage of late diagnoses frora220B5by region. Statewide, the
percentage of late diagnoses remained relatively stable from 2@0%9pfrom 22.5% in 2015

to 23.2% in 2019. Over the last five years, the Eastern and Northern regions have had the lowest
percentage of late diagnoses. The highest percentages were in the Southwest and Northwest.

Table 7: Percentage of New Diagnosekat are Late Diagnoses by Region, 2015019

Virginia Central Eastern | Northern | Northwest | Southwest
2015 22.5% 20.5% 20.7% 24.6% 27.8% 23.5%
2016 24.8% 26.0% 24.3% 22.5% 26.2% 30.6%
2017 22.6% 23.8% 21.4% 22.3% 13.6% 33.3%
2018 20.9% 24.0% 21.2% 17.1% 26.5% 16.7%
2019 23.2% 21.6% 20.8% 22.6% 34.7% 30.8%
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Peoplewho Experience Risk forHIV infection

In the United States, HIV continues to disproportionately impact certain populations, which are
typically defined by individual attributes suchrase/ethnicity, sex, and behavioral risk. CDC
defines populations at greatest risk as the folloting

Gay and bisexual men of all races and ethnicities
Black/African Americans

Latinos

People who inject drugs (PWID)

People who are transgender

O¢ O« O¢ O¢ O«

The AFive Year TEpdaniaogic Smapshot descnbessé factors and the
association with new HIV diagnoses in Virgirfaage 26) Other factors that increase one's risk

of gettingor transmitting HIV include viral load, other STls, amldohol and drug use As

shown in Figure 6, rates of chlamydia, gonorrhea, and early syphilis increased from 2016 to
2019. Although Figure 6 depicts a decrease in chlamydia rates in 2020, interpret 2020 data with
caution due to the impacts of COD. Throughout the timeframe in Figure 6, rates of

chlamydia increased 2%, gonorrhea increased 36%, and early syphilis increased 20%. As
described byhe CDC, people who have a STI may be at an increased risk of getting HIV, and in
the U.S., both syphilisral HIV are highly concentrated epidemics among gay, bisexual, and

other men who have sex with nfferCDC states that men who get syphilis are at a very high risk
of a future HIVdiagnosisl n 2015, Virgi ni aewYok~&itywhicmi rr or ed
showedhat 1 in 20 MSM diagnosed with primary and secondary syphilis received an HIV
diagnosis within a year and 1 in 15 MSM diagnosed with anorectal chlamydia/gonorrhea
received a HIV diagnosis within a year.

Figure 6. Rates of Chlamydia, Gonorhea, and Early Syphilis Diagnoses, 20162020
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Considerations c5DOHenable a better understanding of populatieitk risk factorsfor and
disproportionately impacted by HIV. Social determinants of health (SD@xd)the conditions

in the environments where people are born, live, learn, work, play, worship, and age that affect a
wide range of health, functioning, and qualitiylife outcomes and risk& Healthy People

2030, describes five domains of SDOH:

Economic stability

Education access and quality

Health care access and quality
Neighborhood and built environment
Social and community context

O« O¢ O¢ O¢ O«

According to the CDC 2020 HIBurveillance Supplemental Regosvhich accounts for

individual attributes and SDOBladdressing SDOH also helps to quantify health differences
between populations or geographic areas and can provide additionalangighs 2020
Supplemental Report idéfies several factors using national geocoded data on persons aged 18
years and older with HIV infection diagnosed in 2018. The highest HIV diagnoses rate for both
sexes in all racial/ethnic groups and all transmission categories were among thosedvimo li
census tracts where:

18% or more of the residents lived below the federal poverty level

18% or more of the residents had less than a high school diploma

The median household income was less than $42,000 a year

15% or more of the residents did novédealth insurance or a health coverage plan

O¢ O¢ O¢ O«

*NOTE: There may be correlation betweamse SDOH indicators and/or selected
characteristicsbut we did not assessrcelations of indicators and/or characteristics for this
report.

The CDC Supplemental repgancludes additional information on heatttsparities andefines

them"as avoidable differences in the incidence, prevalence, mortality, and cause of a disease and
the related adverse health conditions that exist among specific populationdgrgsst health
disparities are closely tied to SDOH. All factors described in this section substantially impact a

p e r srskifdr BV infection

Peoplewith Undiagnosed HIV

The CDC estimates that 28,400 persons were living with diagnosed or undégtidgse

infection in Virginia in 2019, with 3,600 (12.7%) of these persons not knowing their status. The
percentage dPWHwho do not know their status is estimated to vary among subpopulations.
Table 8 shows the estimated percentageWf in Virginia who do not know their status by sex

at birth, age at infection, race/ethnicity, and transmission category.

Males at birth are estimated to be living with undiagnosed HIV at a higher percentage (13.4%)
than females at birth (9.6%). Data show that the peagerofPWH who do not know their

status decreases with age at infection, from 39.1% of those infected at24¢018.1% of those
infected at age 55 or older. Persons of Hispanic/Latino ethnicity are estimated to have the
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highest percentage of undiaged HIV (15.0%) by race/ethnicitfPWIDsare least likely to be
living with undiagnosed HIV (4.8%).

Table 8: Estimated percentage ofPeople with HIV who do not know their status

Estimated persons Estimated Estimated percent
living with persons living | of People with HIV
diagnosed or with undiagnosed| who do not know
undiagnosed HIV | HIV infection in their statusin
infection Virginia Virginia
Virginia 28,400 3,600 12.7%
Sex at birth
Male 21,600 2,900 13.4%
Female 6,800 650 9.6%
Age at infection {yrs.)
13-24 1,100 430 39.1%
2534 5,600 1,500 26.8%
3544 5,300 810 15.3%
4554 6,800 420 6.2%
>=55 9,700 400 4.1%
Race/ethnicity
ﬁr;t(i’—,:/r(iacan Indian/Alaska 20 0 0.0%
Asian 430 50 11.6%
Black, norHispanic 16,400 2,100 12.8%
Hispanic/Lating 2,800 420 15.0%
White, norHispanic 7,800 900 11.5%
Multiple races 910 130 14.3%
Transmission category
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Male-to-male sexual

17,000 2,400 14.1%
contact
Injection drug use 2,500 120
--Male 1,400 70
--Female 1,100 50
Male-to-male sexual
contact and Injection 1,100 110 10.0%
drug use
Heterosexual contdtt 7,800 890 11.4%
--Male 2,100 300 14.3%
--Female 5,700 590 10.4%

IEstimates derived by using HIV surveillance and CD4 data for persons aged >=13 years at diegtiosises
rounded to the nearest 100 for estimates of >1,000 and to the nearest 10 for estimates of <=1,000 to reflect model
uncertainty. Subgroups may natdd to the column total due to rounding.

2Hispanics/Latinos can be of any race.

SData by transmission category have been statistically adjusted to account for missiagtoiskiformation.

“Heterosexual contact is with a person known to hav be at high risk for, HIV infection

Overview of Molecular Clusters Identified from 20161 2021

Cluster Detection and Response (CDR) is a core HIV surveillance program that identifies groups

of related HIV infections in order to stop the spread of HWiL r gi ni ad s

CDR progra

2016. Each month, the program receives HIV genotyjgesotype ithe genetic makep of the

virus) of PWHwho have had a genotypic resistance test. HIV genotypes, HIV DNA or RNA,

are imported into a VDH HIV surveillance database and analyzed to asadasties inthe

genotype. Genetically linked genotypes areast 99.5% similar, and indicate that transmission
somehow occurred between those individuals, either directly or through a common source. The
CDR program uses HIV genotypes to identify priority clusters, defined as a cluster of at least
five individualsdiagnosed in the previous 12 months who have genetically linked HIV
genotypes. The HIV transmission rate in priority clustersase tharlO times higher than the

rate of HIV transmission in the entire populatiorPd/H. Once VDH identifies priority

clusters, staff focus treatment and prevention efforts on these areas of high HIV transmission to

stop HIV transmission.

Since2016,Vi r gi ni ad s

CDR pprigrity maeoulai ciistensTablé dprevitles1 3
a summary of the priority clusterfleae noteseveral limitations for these data. First, cluster
detection work cannot infer directionality of transmissiémother wordsit is not possible to

say thaperson A gave HIV to person EBecond, the clustedo not include every person
potentiallylinked to the cluster. There could B®/H genetically linked to the molecular cluster

32



that we have not been able to identify becausedheyet to be diagnosed they have been

diagnosed but have not had an HIV genotype test. Third, plesés¢he difference between a
molecular cluster and a transmission cluster. A molecular cluster refers to genetically linked
individuals. The transmission cluster includes individuals in the molecular custesll named
partnersof individualswith HIV in the molecular clusterThese clusters includeamed partners
to help describe/identify characteristics of a larger picture of the clusters, and help focus
treatment and prevention effortinally, CDC conducts national cluster analysis quarterly o
genotypes from all jurisdictions, allowing identification of crpassdictional molecular

clusters. Note that national analysis identi
local molecular analyses identified star names beginning wit A VA0 .
Table 9. Priority Molecular Cluster Summary
Cluster Name | Year | Size| Sex at | Race Age | Region |[Risk Suppressed
birth
CDC_201606_53 (201658 [ Male Black, 20-39 | Eastern | MSM, IDU, [76%
White Heterosexual
CDC_201606_153 | 2016 [ 40 | Male Black 20-29 | Central, | MSM 69%
Eastern
CDC_201712_731 | 2018 [ 37 | Male Black 20-39 | Central, | MSM 72%
Northern
Eastern
CDC_201803_628 | 2018 [ 2* | Male Hispanic| 20-39 | Northern | MSM 100%
VA_201805_075 |2018|13 [ Male Black 13-29 | Central, | MSM 58%
Eastern
CDC_201812_845 [ 2018 (10 | Male Black 20-29 | Central, | MSM 90%
NW
CDC_201812_3005( 2018 [ 13 | Male Black 20-29 | Eastern | MSM 62%
VA_201901_090 |2019|10 [ Male White, [30-39 | Northern [ MSM 90%
Hispanic
VA_201911_115 |2019(9 Male White 30-39 | Eastern | MSM, 67%
MSM/IDU
VA_202004_617 |2020|28 | Male White 20-59 | NW, SW [ MSM 93%
VA_202005_091 |2020|14 [Male Black, 20-29 | Central | MSM 86%
White,
Hispanic
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CDC_202006_1390( 2020 | 12 | Male Black, 20-49 | Eastern | MSM 58%

White

VA_202107_278 2021|129 | Male Black 20-39 | Eastern | MSM 72%

*Cluster consists of 19 individuals from multiple jurisdictions; 2 of the 19 are located in Virginia

2020 HIV Care Continuum

DDP uses a dgnosisbased HIV Care Continuum (HCQ)ersus a prevalendsased
continuum). The diagnoslsased continuum includedl diagnosed and report@IVH in

Virginiads HIV surveillance system and excl

ud

Virginiads 2020 HIV Cont i-relatedmeastires:dplinkagetonsi st
HIV care; 2) evidence of HIV care; 3) retention in HIV cam.d 4) viral suppression. The four
measures are based on the presence of care markers reported to VDH and on the following
definitions:

O«

Care marker: defined as a CD4, viral load, or genotype testing lab; an HIV medical care
visit; or an antiretroviral pseription

Persons with H\as of December 31, 2020: the number of persotisHIV aware of
their status, diagnosedjth a last known residence in Virginia as of 12/31/2020
Newly diagnosed and linked to HIV care within 30 or 90 days: persons uéggosed
in Virginia in 2020 and linked to HIV care within 30 or 90 days from initial diagnosis
Evidence of HIV care in 202®ersons with HI\as of 12/31/2020 who had at least one
care marker in calendar year (CY) 2020

Retained in HIV care in 202@ersms with HIV as of 12/31/2020 who had a&&lst two
care markers at least thne®nths (90 days) apart in CY 2020

Virally suppressed in 202@ersons with HIVas of 12/31/2020 with their most recent
viral load in CY 2020 measuring at <200 copies/milliliter{

Figure 6 shows the statewide measures for eadredbtr care continuum metrics.

Figure 6: HIV Continuum of Care in Virginia, 2020
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Figure 7 shows the Norfolk TGA measures for each of the four care continuum metrics.

Figure 7: HIV Continuum of Care in the Norfolk TGA, 2021

HIV Continuum of Care in the Norfolk TGA, 2021
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including by sex at birth, current gender, race/ethnicity, transmission risk, health region, and age

group. As noted in Table 10 and figures that follow, there are some significant disparities

across subpopulations. The most notable disparities, defined as three or more percentage points

|l ess
10).

Table 10: Virginia 2020 HIV Continuum of Care Data by Specific Population Groups

t han

Virginiabs

0 v doldatalitsand grey shading @aple ,

Link ed to Care
within 30 days | Evidence of Retained in Virally
(within 90 Care Care Suppressed
Population days)
Virginia 74% (86%) 69% 52% 59%
Sex at birth
Males 75% (86%) 68% 51% 59%
Females 77% (87%) 71% 54% 61%
Current gender
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Transgender MtF| 100% (100%) 67% 48% 57%

Transgender FtM|  82% (100%) 76% 53% 60%
Cisgender 74% (86%) 69% 52% 59%
Race/ethnicity
Black, non
Hispanic 71%(85%) 70% 52% 58%
White, non
Hispanic 79% (88%) 70% 51% 63%
Hispanic/Latino 88% (93%) 62% 50% 55%

Transmission Risk

MSM 78% (88%) 73% 54% 63%
IDU 67% (87%) 59% 46% 52%
MSM & IDU 100% (100%) 69% 55% 59%
Heterosexual

contact 73% (86%) 73% 56% 63%

Health Region

Central 69% (83%) 72% 53% 61%
Eastern 73% (88%) 69% 51% 58%
Northern 78% (84%) 62% 44% 55%
Northwest 85% (92%) 76% 63% 67%
Southwest 76% (88%) 78% 64% 66%

Age group* (years)

1524 77% (90%) 78% 53% 60%
25-34 74% (83%) 72% 51% 57%
3544 76% (90%) 71% 52% 59%
4554 73% (87%) 69% 51% 60%
55+ 69% (81%) 66% 52% 60%

*Note: Age is assessed fBWH by current age as of December 31, 2@8d for newly diagnosed persons in 2020
(linkage to care) by age at diagnosis.
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As described in Table 10 the Eastern region, inclusive of the Norfolk TGA, reported 73% linked
to care within 30 days and 88% linked to care within 90 days. Compared toi&/statewide
continuum data, the Eastern region is within one percent for linked to care data, retained in care,
and virally suppressed/virally suppression categories and the same for evidence in care.
Compared to the other health regions, only Centraltheegion has a lower percentage of
individuals linked to care within 30 days, and only Northern health region has lower percentages
of individuals retained in care and virally suppressed.

Table 11 reorganizes the information from Table 10 and raoks Ifest to worst HI\Melated
outcome Eachcolumn represents a component of the HCC and then lists specific populations
groups (including health regions, demographics, such as age range, current gender,
race/ethnicity, and transmission risk category) in order from Best to Worsteifited outcome
Specific population groups with the best HiMated outcomes are closer to the top and those
with the worst HIVfrelated outcomes are closer to the bottom.

Thegrey shaded boxes Table 11 indicate that the greatest disparitiesrapepulations that

are at | east five percentage points(PWB)] ow Vir
those in the Northern region, and the Hispanic/Latino population show the largest disparities

across the four measures. The pattern of disparities remaiter $tprevious years, with a

notable improvement among nearly all populations since the last integrated plan. Statewide,

linkage to care increased from 69% to 74%, evidence of care improved from 57% to 69%,

retention in care increased from 42% to 52%@ wiral suppresen increased from 38% to 59%.

Table 11: Virginiabés 2020 HIV Continuum of Ca
Order from Best to Worst HIV -Related Outcome
| Linked to Care i
i Evidence of Care | Retained in Care VI
b (30 days) Suppressed
i 0
gﬁ Transgende
| FtM 100% | Southwest  78% | Southwest  64% | Northwest  67%
i MSM &
IDU 100%| 1524 years 78% | Northwest ~ 63% | Southwest  66%
: Hispanic/ Transgendel Heterosexue White, non
Lo Latino 88% | MtF 76% | contact 56% | Hispanic 63%
- MSM & Heterosexu
Northwest ~ 85% | Northwest ~ 76% | IDU 55% | al contact 63%
[ Transgende
g MtF 82% | MSM 73% | Females 54% | MSM 63%
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White,

non Heterosexue
Hispanic 79% | contact 73% | MSM 54% | Females 61%
Transgendel
MSM 78% | Central 72% | MtF 53% | Central 61%
Transgende
Northern 78% | 25-34 years 72% | Central 53% | MtF 60%
1524
years 77% | Females 71%| 1524 years 53%| 1524 years 60%
3544
years 76% | 35-44years 71% | Cisgender  52%| 4554 years 60%
Black, non Black, non
Southwest  76% | Hispanic 70% | Hispanic 52% | 55+ years 60%
White, non
Females 75% | Hispanic 70% | 3544 years 52% | Virginia 59%
Virginia 74% | Virginia 69% | 55+ years 52% | Males 59%
Males 74% | Cisgender  69% | Virginia 52% | Cisgender  59%
MSM & MSM &
Cisgender  74% | IDU 69% | Males 51% | IDU 59%
2534 White, non
years 74% | Eastern 69% | Hispanic 51% | 3544 years 59%
Heterosexu Black, non
al contact 73% | 4554 years 69% | Eastern 51% | Hispanic 58%
Eastern 73% | Males 68% | 4554 years 51% | Eastern 58%
4554 Transgendel Transgende
years 73% | FtM 67%| 2534 years 51% | FtM 57%
Black,
non- Hispanic/
Hispanic 71% | 55+ years  66% | Latino 50% | 2534 years 57%
Hispanic/ Transgender Hispanic/
55+ years 69% | Latino 62% | FtM 48% | Latino 55%
Central 69% | Northern 62% | IDU 45% | Northern 55%
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IDU 67% | IDU 59% | Northern 44% | IDU 52%

Note: Bold indicates populations that are at least three percentage points below Virginia average.
Grey shading indicates populations that are at least five percentage points below Virginia average.

Table 11 shows that the Eastern region has worse health related health outcomes than the state
average, however it is not at or greater than 3% points below the Virginia average in any HCC
category.

2020 Ryan White Services HIV Care Continuum

DDP routiney reviews the HIV care continuum for clients receiving Ryan White services.

HRSA performance measures dictate the calculation of the Ryan White HIV care continuum;
therefore, the metrics differ slightly from the statewide continuum. Whereas the statewide
continuum uses the full populatioh personswith HIV as the denominator for evidence of care,
retention in care, and viral suppression, the Ryan White continuum contains certain exclusions.
First, evidence of care is not included in the continuumll @ients included in the continuum
received Ryan White services and, consequently, have evidence of care. Secondly, HRSA
calculates retention in care only among clients with a care marker in the calendar year and
excludes clients who died during the ge&inally, HRSA calculates viral suppression only

among those with an outpatient/ambulatory medical care visit in the calendar year.

Linkage to care within 30 days of diagnosis is higher among Ryan White clients cdrtgalte

PWH (86% vs.75%). Additonally, retention in care is very high among Ryan White clients

(91%). Viral suppression, is calculated only among 7,644 of the 8,053 Ryan White clients due to
inclusioneligibility criteria by metric definition is higher than the statewide rate (83% vs. 58%).

These higher metrics among Ryan White clients suggest there may be factors associated with
participation in the Ryan White program that contribute to better outcomes. The Ryan White
programworksto mitigate barriers to care and improve health outcomes, which may improve
access to care and treatment. Ryan Whiteled providers aralsorequired to report service
utilization, which leads to better reporting of health outcon@&asps exist in data availdiby for
manyPWH in Virginia.

Figure 8 below shows the 2020 HIV continuum of care among Ryan White clients.

39



Figure 8: HIV Continuum of Care for Ryan W hite clients in Virginia, 2020

Note: HIV Continuum of Care data as of May 2021

*Ineligible for retenton in care calculation: Those without a care marker in the respective timeframe or those who
died during the timeframe

**|Ineligible for viral suppression calculation: Those without an outpatient/ambulatory medical care visit in the
respective timeframe

Priority Populations for Prevention and Care

The20222025 National HIV/AIDS Strategy (NHASrioritizes efforts to reduce disparities and
improve HIV outcomes for priority populations. These priority populations include:

O«

Gay, bisexual, and oth&SM, in particular Black, Latino, and American Indian/Alaska
Native men

Black women

Transgender women

Youth aged 124 years

People who inject drug®WID)

Pregnant persons with HIV

O« O¢ O¢ O¢ O«

Virginia identifies an additional priority populan asPWHwho are age 65 and oldefables

12 and 13 show the number of new diages in Virginia among the fiygiority populations and
agingPWH from 2016 through 2020 and the total numbelPWfH in each priority population by
health region as of December 31, 2020. Table 14 describes the four key measures of the HIV
care continuum for the priority populations.

MSM

The HNSP specifies the first priority population as gay, bisexual, andM &, particularly

Black, Latino, and American Indian/Alaska Native m&firginia has added
Asian/Hawaiian/Pacific Islandgto this priority population. MSM of color are the largest of the
priority populations, representing between 36.8% and 45.6% of altlia@moses from 2016 to
2020, with Black, nofHispanic MSM representing the largest share of the race/ethnicity groups
(29.1% to 37.7%). Statewide, 31.2% ofRWH are Black, Latino, Asian/Hawaiian/Pacific
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